introduction
Phototherapy is used in the treatment of several dermatoses, many with high prevalence and chronic progression. 1, 2 Its classification is made according to the type of irradiation: ultraviolet A (UVA -between 320 and 400 nm wavelength) or ultraviolet B (UVB -between 290 and 320 nm). 1 The range of UVB between 311-312 nm is called narrow-band.
The immunological basis of phototherapy is the activation of immune-modulating cascades caused by the absorption of UV rays by chromophores of the skin. Cell membrane and DNA damage 3 occur due to photochemical reactions that have anti-inflammatory, immunosuppressive and antiproliferative effects. 1, 4 In order to determine the time and intensity of the sessions, a minimal erythematous dose (DEM), which is the minimum energy required to produce a uniform erythematous response within 24 hours, is calculated. Treatment is started with 75 to 90% of this dose. The energy is gradually increased to minimize adverse reactions and potentiate the treatment. 1 PUVA treatment uses oral or topical psoralen followed by exposure to UVA irradiation. 4 Psoralens are tricyclic furocoumarins derived from plants and activated by UV rays. 4, 5 The PUVA procedure with oral psoralens should be preceded by ophthalmologic evaluation and serum dosage of ALT, AST, gamma-glutamyltransferase (gamma GT), alkaline phosphatase, urea, creatinine, BHCG for women of childbearing age and antinuclear antibodies (ANA) to detect potential sensitivity to R-UVA. Topical PUVA, in turn, is indicated primarily for patients with hepatic or gastrointestinal dysfunction, cataract, drug interactions, and for children. 4, 5 The absolute contraindications for PUVA are xeroderma pigmentosum, some genodermatoses, systemic lupus erythematosus, dermatomyositis, previous history of melanoma and trichothiodystrophy. Relative contraindications include age less than 10 years, previous or current history of non-melanoma skin cancer, immunosuppressive treatment, gestation, cataracts, severe hepatic dysfunction, and history of systemic malignant tumors. 2 Adverse effects include increased risk of melanoma and non-melanoma skin cancer, gastrointestinal changes, erythema, burns and pruritus. There may be conjunctival changes and early cataract, justifying ocular protection with sunglasses for at least eight hours after ingestion of psoralens. As a late manifestation there is photoaging. 1, 4, 6 Medical supervision and periodic laboratory evaluation are fundamental, as well as avoiding sun exposure with the use of physical and chemical barriers during treatment. 2 This article aims to report three clinical cases, one of psoriasis, one of vitiligo and one of pityriasis alba, treated with PUVA with excellent response and, thus, show the diversity of dermatoses that can be treated with this therapeutic option. All the patients authorized in writing the use of their images as illustration of the cases by signing Free and Informed Consent Terms (FIC) forms. Figure 1A ). She denies any previous history of dermatoses or use of medications. We requested laboratory review and ophthalmologic evaluation as recommended, all within normal limits, before starting PUVA (8-methoxypsoralen 0.6 mg/kg) therapy twice weekly.
The patient progressed with xerosis and erythema in the lesions. We prescribe hydration and topical corticoid (0.1% mometasone furoate ointment) with good response and therefore without the need to discontinue treatment. After 44 sessions, the patient presented significant and satisfactory improvement of the lesions, with increased local pigmentation and improvement of achromic macules ( Figure 1B) . She is currently being treated with PUVA with gradual improvement of symptoms.
Case 2
Male patient, 48 years old, trader. Diagnosis of psoriasis 10 years ago (Figure 2A) , with symptoms progressing. He has used unknown topical medications in the past. The patient denies other treatments, comorbidities, allergies and use of medications. PUVA therapy was indicated with 8-methoxypsoralen 0.6 mg/kg twice weekly. Laboratory review and ophthalmologic evaluation were requested before the start of treatment, in accordance with the protocol for phototherapy. After 14 sessions, the patient presented excellent results with significant improvement of psoriatic plaques ( Figure 2B ). Phototherapy was maintained as treatment.
Case 3
Male patient, aged 13 years, student, presenting hypochromic macules with indistinct margins and follicular papules located on the face (Figure 3A) , compatible with pityriasis alba. He was being treated with hydrocortisone acetate 1% cream and moisturizer without satisfactory response. The patient denied having any comorbidities, other medications and allergies. Based on this information, we requested laboratory review and ophthalmologic evaluation, later recommending PUVA therapy with 8-methoxypsoralen 0.6 mg/kg twice weekly. After 21 sessions, the lesions showed complete improvement ( Figure 3B ).
discussion
Biochemical exams and ophthalmologic evaluation were performed in all patients before PUVA treatment due to the possible side effects and contraindications, so that the procedure could be safely performed. In all modalities of UVB phototherapy or PUVA, complementary therapies such as topical vitamin D analogues, corticosteroids and topical or oral retinoids may be associated for better control of psoriasis and other dermatoses. 1, 7, 8 One of the main indications of phototherapy is the control of psoriasis. According to the Brazilian Consensus of Psoriasis 2012, any form of phototherapy can be used in this dermatosis. UVB is the first line for psoriasis, as it is safer and more effective. It can be used in pregnant women and children, and poses less risk of photoaging and ophthalmological involvement, since it does not require psoralens as adjuvants. 7 On the other hand, PUVA is indicated as the best therapeutic option for extensive areas of involvement, thick psoriatic patches and patients with phototype III or greater. 1, 5, 9, 10 In case 2, we chose PUVA because the patient had extensive psoriasis and thick plaques.
In vitiligo, repigmentation after treatment occurs due to migration of melanocytes from the hair follicles to the basal layer of the skin. 11 Phototherapy stimulates melanogenesis and interferes with the inflammatory process of the dermatosis. 1 In extensive vitiligo (as in the case presented) PUVA with oral psoralen is the best therapeutic option. Although many authors advocate UVB radiation as the safest method, others indicate it only when PUVA is contraindicated. 1, 2 We opted for PUVA with oral psoralen because of its effectiveness in extensive vitiligo.
The etiology of pityriasis alba is unknown but appears to be related to xerosis and atopic eczema. 11 It mainly affects the face, back and outer side of the arms, sometimes posing a differential diagnosis with pityriasis versicolor. 11, 12 The treatment of choice are emollients, sun protection and the use of topical corticosteroids. Refractory cases can be treated with PUVA. 13 The results of the sessions exceeded expectations with the disappearance of most of the lesions.
All three cases yielded excellent therapeutic results. Good tolerance to phototherapy should be emphasized without triggering relevant side effects. Thus, great psychosocial impact and self-esteem was obtained, with improvement in patients' quality of life.
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